Deep venous thrombosis of the upper extremity accounts for 4% to 10% of all venous thrombosis.[@bib1] Most commonly, this includes the subclavian, axillary, and brachial veins.[@bib1], [@bib2] Thrombosis of the external jugular (EJ) vein is a rare condition.[@bib1], [@bib2], [@bib3] Previous reports have demonstrated that EJ vein thrombosis is associated with hypercoagulable states, such as malignant neoplasms; neck trauma, including catheterizations and fracture reductions; head and neck infections, such as Lemierre syndrome; and idiopathic causes.[@bib3], [@bib4], [@bib5], [@bib6], [@bib7], [@bib8], [@bib9] Other risk factors include increased age, obesity, external compression, and associated illness.[@bib3], [@bib5], [@bib8] Associated complications are postulated to include thromboembolic phenomena and clot propagation.[@bib9], [@bib10], [@bib11]

The rarity of EJ vein thrombosis and lack of guidelines surrounding treatment provide obvious challenges to the surgeon. We present a case of thrombosis of the EJ vein in a man with a history of deep tissue neck massage. The patient's consent was received for the purposes of this report.

Case report {#sec1}
===========

An 85-year-old man presented to the emergency department with a lateral neck swelling in the distribution of his EJ vein ([Fig 1](#fig1){ref-type="fig"}). He denied any other compressive or occlusive type of local or systemic symptoms. A prompt referral to vascular surgery was made after ultrasound examination of the neck revealed a thrombus in the EJ vein ([Fig 2](#fig2){ref-type="fig"}). His past medical history was significant for hypertension, dyslipidemia, gout, and coronary artery disease requiring a previous bypass. In addition, he had previously undergone brachytherapy for prostate carcinoma that was in remission. He denied any previous history of deep venous thrombosis or recent trauma to the area. The review of systems was otherwise unremarkable.Fig 1Left anterior neck triangle with 90-degree neck rotation to the right. There is a 2.3 × 1.1-cm soft, subcutaneous nonpulsatile mass at the base of the anterior triangle of the left side of the neck.Fig 2Ultrasound examination of the superficial left anterior neck triangle revealing a fusiform dilation of the external jugular (EJ) vein measuring 2.3 × 1.5 × 1.1 cm, with occlusion.

His social history revealed that he was a lifelong nonsmoker and consumed a moderate amount of alcohol. For the past year, he had also been getting deep tissue neck massages every 3 weeks for relaxation purposes. He perceived that his most recent massage before presentation was more vigorous than normal.

In the emergency department and subsequently in clinic, all vital signs were within normal limits. On palpation, there was a 2.3 × 1.1-cm soft, subcutaneous nonpulsatile mass at the base of the anterior triangle of the left side of the neck. It was freely mobile in the anteroposterior axis, with limited mobility in the craniocaudal plane. There was no surrounding erythema or edema. On examination, his upper limb pulses were normal. There were no dilated veins in the anterior aspect of the chest, shoulders, or neck or evidence of facial suffusion. On examination of the head and neck, there were no enlarged lymph nodes. Examination of the oral cavity was within normal limits.

Computed tomography findings demonstrated a 1.6 × 1.5-cm spherical mass contiguous with the EJ vein ([Fig 3](#fig3){ref-type="fig"}). Neck ultrasound examination revealed that his left EJ vein had a fusiform dilation measuring 2.3 × 1.5 × 1.1 cm with occlusion. The clinical and radiologic findings were consistent with a diagnosis of EJ vein phlebectasia. His laboratory investigations showed a hemoglobin level of 144 g/L, platelet count of 133 × 10^9^/L, and creatinine concentration of 89 μmol/L. His international normalized ratio, prothrombin time, and D-dimer level were within normal limits.Fig 3Coronal **(A)** and axial **(B)** computed tomography angiograms demonstrating a 1.6 × 1.5-cm spherical mass contiguous with the external jugular (EJ) vein (*white arrow*).

In the absence of any symptoms or associated health concerns, we concluded that the cause was local trauma due to neck manipulation. Therefore, anticoagulation was not started, given that the patient additionally did not have any risk factors for thrombosis as well as normal D-dimer levels. The patient was maintained on his previous dose of aspirin (81 mg daily), without any further medical or surgical interventions, and suffered no further sequelae. The mass shrunk over time and was half its original size 3 months after diagnosis.

Discussion {#sec2}
==========

EJ vein thrombosis is a rare complication of neck trauma. We presented the curious case of a man who noticed a lateral neck mass in the context of a 1-year history of regular neck massages. Although his only symptom was that of neck swelling, there have been previous reports in which patients have complained of pain and erythema.[@bib2], [@bib4] We recommend neck ultrasound as the modality of choice as it has been previously shown to be superior to computed tomography and magnetic resonance imaging in diagnosis of vein thrombosis.[@bib11], [@bib12]

There is no consensus on the treatment of EJ vein thrombosis. The decision to anticoagulate should be based on pre-existing risk factors and comorbidities. The treatment of EJ vein thrombosis is vastly different from that of internal jugular vein thrombosis. Due to the increased risk of potentially fatal thromboembolic events, patients with internal jugular vein thrombosis receive full therapeutic anticoagulation.[@bib13], [@bib14] The risk of propagation and embolization in patients with EJ thrombosis is less clear, but further thrombosis is possible.[@bib9] However, most instances of this occur within the first few days of onset.[@bib9] In this case, we chose to manage the patient conservatively. Our decision to do so was influenced by the absence of personal or family history of venous thromboembolism, the subacute nature of his presentation, and the normal D-dimer level as well as an overall mild burden of comorbidities. With \>4 months of follow-up, there have been no further thrombotic events. Ultimately, it is crucial to discern the underlying cause of thrombosis and to seek advice, as necessary, from a variety of surgical and medical specialists. Other considerations include symptom control with nonsteroidal anti-inflammatory drugs or antibiotics.[@bib15], [@bib16]

Surgical management of EJ vein thrombosis has been described, especially for cosmesis. There are several reports of resection in the pediatric population, especially in the context of phlebectasia and for symptomatic relief.[@bib2], [@bib17], [@bib18] The decision should be made on the basis of the patient's preference, risks, and comorbidities.

Conclusions {#sec3}
===========

This report describes a rare complication of deep tissue neck massage. EJ vein thrombosis occurs secondary to malignant neoplasms, iatrogenic catheterizations, infections, and trauma. Most cases are manifested as an asymptomatic neck mass; however, there have been reports of neck and arm pain. Associated complications are postulated to include thromboembolic events and clot propagation. The decision to treat with anticoagulation vs symptom control should be based on consideration of personal risk factors, symptoms, biochemical markers such as D-dimer levels, and imaging.
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